Introduction
Increasing the span of healthy life for Americans is one of the three broad goals of Healthy People 2000 1 (1) . The years of healthy life measure has been selected for monitoring progress toward this goal. The sources and methods used for calculating years of healthy life are described in this issue of Statistical Notes. Estimated years of healthy life measures for 1990 for the total U.S. population and for selected subgroups are presented and discussed.
Historically, health has been measured primarily in terms of mortality-infant mortality, life expectancy, age-specific and disease-specific death rates-and morbidity-disability days and prevalence of chronic conditions. On the one hand, measures of mortality may understate the public health importance of conditions that result in proportionately more morbidity and disability. On the other hand, commonly used morbidity measures tend to focus on physical function and thus may underestimate social and mental dysfunction as well as satisfaction with health. In addition, these traditional indicators do not provide summary information on a population's health status.
A single measure that incorporates health-related quality of life and life expectancy gives a more comprehensive picture of the population's health. Such a summary number would help in monitoring the Nation's health, identifying health priorities, evaluating the effectiveness of interventions, and comparing the effectiveness of different interventions. Several approaches to the development of a comprehensive measure have been taken, including Disability Free Life Years (2,3), Healthy Life Expectancy (4, 5) , and Disability Adjusted Life Years (6) . The years of healthy life (YHL) concept, however, has emerged as one of the more commonly used health status measures that include both mortality and morbidity. Years of healthy life can be sensitive to changes in health among the well and the ill. the assessment of physical and psychological sensations, such as pain and feelings of anxiety, which are not directly observable. Physical functioning may be measured in terms of being confined to bed, couch, or chair due to health reasons, or in terms of health-related limitations in mobility. Social functioning may be measured in terms of an individual's limitation in performing one's usual social role, whether it is work, housework, or school. Health perceptions are assessed in terms of subjective evaluations of health and satisfaction with health. Social opportunity includes resilience and coping and can be measured in terms of social impact due to health. When symptoms and subjective complaints; mental, physical, and social functioning; general health perceptions; and social opportunity are combined to describe health, the resulting multidimensional concept is generally referred to as health-related quality of life (7) .
Combining measures of different concepts of health into a single number requires a conceptual model that considers health as a continuum ranging from perfect health to death (or worse). Between these two points are a number of discrete health states. These states are defined in terms of one or more concepts of health-related quality of life. For example, when health is defined as excellent, very good, good, fair, or poor perceived health, then each state corresponds to one of these five possible responses. When the definition of health-related quality of life is expanded to include two concepts (for example, perceived health and activity limitation) then each health state is indicated by two dimensions. For example, a person may be in excellent health and have no activity limitations or a person may be in good health but unable to perform his or her major activity, such as going to work or school.
To convert this conceptual model into an operational definition of health-related quality of life, death is assigned a value of 0.0 and optimal health is assigned a value of 1.0. Health states falling between these two points are assigned numbers that represent the values that either society as a whole or individuals place on being in each health state. Various methods from economic and psychometric theories have been used to determine the values for different health states (7, 8) .
Of the many measures of health-related quality of life that are available, three are based on the continuum model of health and are suitable for monitoring the health of the general population. The EuroQOL defines health in terms of mobility, self-care, main activity, pain, mood, and social relationships (9) . The HUI-I defines health in terms of physical, role, and social and emotional function as well as health problems (10) . The Quality of Well-Being Scale defines health in terms of mobility, physical activity, social activity, and symptoms and problems (11, 12) .
The health states and values from these, as well as other similarly constructed measures, can be used to numerically summarize the health of an individual or group of individuals. These summary scores can be interpreted as representing the overall level of functioning for either an individual or a group of individuals for a specified time period. For example, a health state that has a value of 0.75 represents 75 percent of full function over the time interval, such as 1 year.
Measures of years of healthy life are obtained when the values representing states along the health continuum are used to modify duration of life. In practice, the years of healthy life measure uses a life expectancy model in which standard life table data are adjusted by the health-related quality of life of a population.
A measure of years of healthy life for Healthy People 2000
The questions needed to produce data for calculating years of healthy life from any of the existing methods, however, have not been adopted for regular use in national surveys, such as the National Health Interview Survey. Although analogues of these measures can be created using national data (13) (14) (15) , these data have not been available annually. As a result, neither existing measures nor retrospective analysis can be used for annual monitoring of progress toward the overall goal in Healthy People 2000.
It has been necessary, therefore, to develop a measure of healthy life using data that were collected in 1990 and will be available for each year until 2000. The requirement for annual measurement of years of healthy life logically leads to the use of the National Health Interview Survey as the major source of data. In the National Health Interview Survey, information is collected in an ongoing national sample of approximately 50,000 households (16) . The sample represents the resident civilian noninstitutionalized population of the United States living at the time of the interview. The sample does not include persons residing in nursing homes or other institutionalized settings, members of the armed forces, or U.S. nationals living abroad. Information on the size of these nonhousehold populations is available from the 1990 U.S. Census and can be used to supplement data from the National Health Interview Survey to produce years of healthy life estimates for the entire U.S. population.
Topics included in the first part of the National Health Interview Survey, frequently referred to as the ''core'' questionnaire, remain the same from year to year. The rest of the National Health Interview Survey consists of special supplements that change yearly. Therefore, only data from the core questionnaire could be used to produce annual estimates of health-related quality of life. Among the health characteristics measured by the National Health Interview Survey core are the incidence of acute conditions, the prevalence of chronic conditions, limitation of activity due to chronic conditions, restriction in activity due to impairment or health problems, perceived health status, and utilization of health care services.
Some data from the National Health Interview Survey core have limitations that preclude their inclusion in the development of a healthy life measure for measuring years of healthy life. For example, although the utilization of health services is sometimes used as a proxy measure of health status, the interpretation of health status from changes in utilization can be difficult. Increased health services utilization may represent increased access to health care services for persons with relatively low health status or may reflect a relatively high health status due to better medical care. Therefore, measures of utilization were excluded from consideration in the development of the new comprehensive measure. Information on conditions was also excluded because comprehensive information on acute and chronic conditions is not collected on all persons in the National Health Interview Survey.
Consequently, activity limitation and perceived health were selected to generate a measure of healthy life for use in calculating years of healthy life during the 1990's. Data for both concepts are collected in the core questionnaire of the National Health Interview Survey for all survey respondents and are direct, rather than indirect, measures of health status. The National Health Interview Survey core questionnaire for both topics has remained the same each year beginning in the early 1980's; trend data are available from 1984. The redesign of the National Health Interview Survey that is planned for 1996 will include questions about activity limitation and perceived health so that comparable data will be available through this decade.
The Healthy People 2000 years of healthy life measure provides a meaningful summary of health-related quality of life given the need for annual, available data. This measure of years of healthy life will be used to track the objectives in Healthy People 2000 throughout the decade.
Development of the Healthy People 2000 years of healthy life measure
The following sections describe the procedures for using data from the National Health Interview Survey to assign values to health states as measured by activity limitation and perceived health. These health-related quality-of-life data are then combined with mortality data to produce estimates of years of healthy life. Each National Health Interview Survey respondent is asked the following question about perceived health status: ''Would you say your health in general is excellent, very good, good, fair, or poor?'' The response to the question on perceived health status is used to form a matrix with the six categories of activity limitation. This matrix yields an operational definition of health-related quality of life consisting of 30 possible health states, ranging from the optimal level of not limited in activity and in excellent health to the lowest health state of needing help to perform self-care activities of daily living and being in poor health. The estimated number and percent of persons in each of these health states (based on the National Health Interview Survey) are shown in tables 1 and 2. In 1990, over 202 million persons, or almost 83 percent of the noninstitutionalized population, had no role limitation and were perceived to be in excellent, very good, or good health. Approximately 1 percent of the population was in the lowest three health states, that is, limited in ADL and in good, fair, or poor health.
Health-related quality of life
According to the 1990 Census, approximately 5 million Americans either were living in institutionsincluding correctional facilities, nursing homes, long-term stay hospitals, and residential care facilities-or were serving in the armed forces. Because health status data were unavailable for these persons, they were assigned to health states based on existing information and assumptions about their activity limitations and perceived health.
Using the work of Colsher and colleagues (17) , the approximately 1,115,000 prisoners in correctional facilities in 1990 were considered limited in major activity and in very good health. The approximately 1,772,000 nursing home residents who were identified in the 1990 Census were assumed to be limited in activities of daily living and in fair health.
The more than 342,000 persons who were in long-term stay hospitals 2 in 1990 were considered to be limited in IADL and in good health. According to the 1990 Census, approximately 104,000 persons less than 30 years of age were in residential care facilities. These persons were assumed to be limited in other activities, but not in their major activity, and in good health.
The military population of 1.7 million persons in 1990 comprises a basically healthy group, that is, one that is considered to be in excellent health and with no limitations in usual activity. The combined institutional and noninstitutional populations for each of the health-state groups discussed above are used in the subsequent calculations to estimate years of healthy life for the total population in 1990.
Valuing health states of health-related quality of life
Values were assigned to each of the 30 cells in the matrix defined by perceived health and role limitation using multiattribute utility scaling (18) . The method 
Estimating health-related quality of life
It is possible to estimate an individual's health-related quality of life by using the health states defined by activity limitation and perceived health along with the values for these weights (table 3) . To estimate health-related quality of life for a population, one needs the number of persons in and the score for each health state and the ages of the persons in the population. 3 Health status information on institutionalized and noninstitutionalized persons is combined to estimate health-related quality of life for the total U.S. population (table 4) . This table shows the total number of persons, or person-years, and the quality-adjusted person-years for each population by 5-year age groups. Since the health states, in terms of perceived health and activity limitation, have been assumed for each institutionalized population, all persons within each of these populations are considered to be in the same health state. For example, the total number of prisoners within each age group (column 4) was adjusted by 0.74, the value that is associated with being limited in major activity and having very good perceived health status from table 3. The adjusted figures are shown in column 5. Similar adjustments were made to the other institutionalized groups; the values used to adjust these groups are under the headings for columns 5, 7, 9, 11, and 12 in table 4.
Summing across the total and adjusted populations gives the total person-years for the United States (institutionalized and noninstitutionalized populations combined). These sums are shown in columns 13 and 14. Column 15 (Q) is generated by dividing the number of quality-adjusted person-years (column 14) by the total population (column 13). One way Q can be understood is as the average health-related quality-of-life score for each age group in the U.S. population. For example, persons 45-50 years of age had an average health-related quality of life that is 86 percent of full health. Persons 65-70 years of age, however, had an average score of about three-fourths of full health.
Combining health-related quality of life with mortality
Following the method for adjusting life expectancy using national health status data that was first implemented by Sullivan (3), calculation of years of healthy life starts with two sets of data-an abridged life table and age-specific estimates of health-related quality of life of the U.S. population. An abridged life table for a given population and year assumes that a hypothetical cohort is subject throughout its lifetime to the age-specific death rates observed for the actual population for that year. Procedures used to calculate abridged life tables for the United States are discussed in NCHS's annual vital statistics volumes (19). Table 5 shows how life table and health-related quality-of-life data are combined to compute years of 3 A simple estimate of the health-related quality of life for any population can be obtained by summing the products of the number of people in the population who are in each health state by the values placed on each state, and dividing by the total number of people in the population. For the information given in tables 1 and 2, the mean health-related quality of life of the civilian, noninstitutionalized population of the U.S. in 1990 was 0.87. Since this method of estimation does not take into account the age distribution of the population, it should be used only when a quick approximation of healthrelated quality of life is needed. Also, since institutionalized persons are omitted, this crude calculation will tend to overestimate health-related quality of life. The method illustrated in table 5 can be used for calculating years of healthy life for any population for which both a life table and health-related quality-of-life scores are available for the same age intervals. It is important to note that both the mortality data and the health-related quality-of-life data represent cross-sectional data for a given year. When summarized in a life table format, they represent the experience of a hypothetical cohort born in a given year subject throughout life to the age-specific death and health-related quality-of-life values observed in that same year. They do not represent the experience of any actual population over the lifetime of all its members.
The next section presents years of healthy life data for white, black, and Hispanic persons and discusses various issues in the interpretation of these estimates.
Years of healthy life for 1990
In 1990, the life expectancy at birth for the total population was 75.4 years and the corresponding number of years of healthy life was 64.0 years. This means that people born in 1990 can expect to experience an average of 85 percent of full function over their lifetimes, assuming that the mortality and 
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Years of healthy life remaining
Life years remaining Although this calculation is shown for the total U.S. population, the same method can be applied for calculating years of healthy life for various sociodemographic groups-people classified by race, ethnicity, or gender. The same method can also be used for estimating years of healthy life for State or local populations. Based on preliminary data, Hispanic persons had a life expectancy at birth of 79.1 years with 64.7 years of healthy life, which indicates that Hispanic persons have about the same average health-related quality of life (82 percent) over their lifetime. In contrast, white persons have a life expectancy of 76.1 and 65.0 years of healthy life, which indicates that over their lifetime white persons average 85 percent of full function.
Race and ethnic differences
The difference in years of healthy life for the black population compared with the white population is due to both the higher mortality and higher morbidity experiences of the black population. The life expectancy at birth for black persons is lower than that for white persons, 69.1 compared with 76.1 years. At the same time, the greater disparity between total years of life and healthy years of life for black persons than for white persons, 13.1 compared with 11.1 years, indicates that health-related quality of life is also lower for black people than for white people.
Life expectancy at birth for the Hispanic population is higher than that for the white and total populations. It is important to note, however, that data for this population are preliminary and do not include New York, Oklahoma, Louisiana, Connecticut, and New Hampshire. The U.S. Puerto Rican population tends to have higher death rates than other Hispanic subgroups. Because 45 percent of the U.S. Puerto Rican population resides in New York, omission of New York's Hispanic data may result in an underestimate of the number of deaths for Hispanics. The lower mortality experience for Hispanic persons, reflected by the higher life expectancy, may also result, in part, from misclassification of Hispanic origin on the death certificate (21) .
Persons with disabilities
A unique feature of the Healthy People 2000 years of healthy life measure of health-related quality of life is that it incorporates perceived health status. Thus, the health status of people with disabilities, who might score low on role limitation, can be compensated by their perception of their own health. Over 800,000 noninstitutionalized civilians have disabilities that limit their performance of activities of daily living, but consider themselves to be in good to excellent health. For example, the health of persons with spinal cord injuries who use wheelchairs to get around in the community and who also play basketball may be more accurately represented by a set of health states that includes perceived health. Thus, for the many persons with disabilities who feel they are healthier than their physical limitations may suggest, a health-related quality-of-life measure that includes perceived health will be more representative of their overall health-related quality of life than a measure that is based on activity limitation alone. It should be noted, however, that relatively few people who are extremely limited in role function report themselves in excellent or very good health (table 1) . Relationships between activity limitation, perceived health, and selected health promotion and disease prevention initiatives are complex. For example, reducing the proportion of persons with asthma who experience activity limitation to no more than 10 percent (Healthy People 2000 objective 17.4) will increase years of healthy life only if the more rigorous case management does not also result in persons with asthma having lower perceived health. (Persons with asthma might lower their rating of perceived health if the intervention suggested that they were less healthy than they thought prior to beginning the treatment.) Additional use of both the health-related quality-of-life measure and years of healthy life will result in a better understanding of these relationships.
Estimating years of healthy life for States
Although the examples shown in this report are based on national data, the same methods can be used with State and local data. One major step toward making data on health-related quality of life available at the State level is the development of the ''activity limitations'' module for the Behavioral Risk Factor Surveillance System. 4 This was called ''Module-Activity Limitations'' in the 1993 and 1994 questionnaire. It will be referred to as the ''Years of Healthy Life module'' beginning in 1995. The Behavioral Risk Factor Surveillance System module was designed to collect information comparable to that collected by the National Health Interview Survey. Data on perceived health status are collected in the ''core'' section of this survey. These Behavioral Risk Factor Surveillance System data can be combined with the values shown in table 4 to develop estimates of health-related quality of life that are comparable to those that are based on data from the National Health Interview Survey.
Staff at the National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention (CDC), are developing an algorithm for transforming the information collected by the Years of Healthy Life module into the format shown in table 1. CDC plans to produce State-specific years of healthy life estimates using the 1990 Census data to estimate the size of the institutionalized population within each State. These estimates, which will be comparable to the U.S. figures, will be part of the routine report that CDC provides to each State that administers the Years of Healthy Life module of the Behavioral Risk Factor Surveillance System. Thus, State-level estimates of years of healthy life can be compared with national estimates and with those for other States to determine relative progress in reaching the year 2000 targets. Caution should be exercised in making comparisons between State and national estimates of years of healthy life, however, because methodological differences in the collection of health-related quality-of-life data may result in slightly different estimates.
Future research
The NCHS is committed to further studying how activity limitation and perceived health interrelate to reflect the American people's view of a healthy life. Among the topics currently on the research agenda are (a) the relationship between activity limitation and perceived health, how this relationship changes over time and differs by socioeconomic characteristics of the population; (b) the definition of and data sources for institutionalized populations, especially in intercensal years; (c) the robustness of the Healthy People 2000 years of healthy life measure to changes in assumptions used in the current calculations (for example, the value assigned to the lowest health state); and (d) the effect of small sample sizes, for example, those representing selected minority populations, on the Healthy People 2000 measure. A better understanding of the Healthy People 2000 measure of years of healthy life will indicate how responsive the health care system, reflected by its interventions, is in producing healthy citizens and communities. Activity limitation is defined using questions about a person's ability to perform his or her usual social role (table I). Definitions of each of the six levels of activity limitation, given in table II, are based on the NHIS. For the 1990 estimates, self and proxy data have both been used. Although the definition of this concept is based primarily on limitation of activity used by the NHIS, activity limitation differs slightly from the standard NHIS definition. The major difference is that role limitations are defined for persons 65 years of age and older in developing the measure, rather than 70 years and older as is done for limitation of activity in the standard NHIS definition.
Technical notes
In classifying persons into one of the six levels of activity limitation, it has sometimes been necessary to make assumptions about their health status. For example, persons with unknown activity limitation were considered to be unlimited in their function. This assumption records some persons as healthier than they actually might be. Upward bias in activity limitation also can occur because of questionnaire design. For example, information about ability to perform self-care activities was not asked of persons 0-4 years of age. Inability to perform a major activity is the most severe functional limitation to which these persons can be assigned. Thus, children less than 5 years of age cannot be assigned to the lowest level of functioning. If the number of respondents in these two categories is large, then the assumptions about unknown role and this feature of the questionnaire can increase the population's level of health. This bias may be offset by a questionnaire feature for persons in the 65 years and older category. The major activities for these persons are considered to be instrumental and self-care activities of daily living. Thus, these persons cannot be assigned to either of the two categories that reflect limitation in major activity. This questionnaire design feature may make the population seem less healthy than it actually is. The two concepts of health status-activity limitation and perceived health status-jointly define 30 unique living health states, as shown in table III. The table also shows a 31st health state-dead. The task is to assign scores or weights to these 31 cells. By definition, and following the normal convention in health status scoring, the best health state (11) is assigned a score of 1.00 and the dead state is assigned a score of 0.00. The assignment of other scores is relative to these two ''anchor'' scores.
The structure of multiattribute utility theory (18) was used to determine a scoring formula for the health states. In adhering to the terminology used in multiattribute utility scaling, activity limitation and perceived health are referred to as ''attributes'' in this report. In this structure, each attribute has single attribute scores on a scale where the best level on the attribute has a score of 1.00 and the worst level has a score of 0.00. These are combined by a multiplicative model, shown in the footnote to table III, to determine the score for joint states. The multiplicative model does not restrict the final function. Rather, this model is a general case and includes the additive model as a special case. Thus, the resulting function will be either multiplicative or additive, depending on the data. The advantage of the multiplicative model is that it can accommodate synergies and interdependencies between the attributes. Past empirical work suggests that such synergies are often important (22, 23) .
Other methods for assigning the values, such as the evaluation of holistic health states, require that data be collected explicitly for this purpose. The time frame available for developing the Healthy People 2000 years of healthy life measure did not allow for special data collection.
The first step in developing the scores was to quantify the distance between different levels for each of the attributes. There are a variety of different psychometric techniques that could be used for assigning these distances, depending on what is being measured. To measure the variance common to both activity limitation and perceived health status, they were treated as measures of the same dimension of the health domain. Therefore, correspondence analysis was an appropriate technique for determining intervals between the levels of function that fall within the two ends of the response categories-between ''excellent'' and ''poor'' for perceived health and between ''not limited'' and ''limited in ADL'' for activity limitation. Correspondence analysis determines the set of scale values associated with the levels for each attribute, maximizing the correlation between the attributes based on the joint frequency distribution of the population of interest (24, 25) .
Correspondence analyses were calculated separately for several different 5-year age groups and for several different years of NHIS data. These analyses demonstrated that to maximize the correlation between activity limitation and perceived health, the distance between ''limited, major'' and ''unable, major'' had to be made comparably large as did the difference between ''good'' and ''fair.'' If the criterion had been something else, the relative size of the intervals would Table II . Definitions of activity limitation using National Health Interview Survey items Not limited + Not limited (includes unknowns) regardless of age; this category includes unknown role regardless of a person's age. Limited in other activities + Limited in other activities regardless of age, or + Limitation in activity and 65-69 years of age but able to perform activities of daily living (ADLs) and able to perform instrumental activities of daily living (IADLs).
Limited in major activity
+ 64 years of age and younger -limited in amount or kind of major activity. + 65 years and older -major activity is considered to be ADL and IADL activities; therefore people in this age group cannot fall in this category. Unable to perform major activity + 64 years of age and younger -Unable to perform major activity. + 65 years and older -major activity is considered to be ADL and IADL activities; therefore people in this age group cannot fall in this category. Instrumental activities of daily living (IADL) + 0-17 years of age -not applicable. Proxy respondents were used to obtain this information about children; unable to perform their major activity is the most severe functional limitation to which they can be assigned.
+ 18-64 years of age -unable to perform routine needs without the help of other persons and unable to perform or limited in major activity. + 65 years of age and older -unable to perform routine needs without the help of other persons. Activities of daily living (ADL) + 0-4 years of age -not applicable. Proxy respondents were used to obtain this information about children; unable to perform their major activity is the most severe functional limitation to which they can be assigned.
+ 5-64 years of age -unable to perform personal care needs without the help of other persons and unable to perform or limited in major activity. + 65 years of age and older -unable to perform personal care needs without the help of other persons.
NOTE: Persons are placed in only one activity limitation category. When a person can be classified in more than one activity, he or she is assigned to the limitation with the lowest score.
have to be quite different. Although there were differences between age groups in the optimal patterning of interval size, the set of intervals adopted fits nearly all the age groups. The assigned single attribute scores for activity limitation were 1.00, 0.75, 0.65, 0.40, 0.20, and 0.00, and for perceived health status were 1.00, 0.85, 0.70, 0.30, and 0.00. These single attribute scores were used to develop values for each of the 30 cells in the matrix using the general multiplicative model. See table III for the formulas. The most functional state, having no activity limitations and having an excellent perceived health status, is assigned a value of 1.00. This is shown in the upper left cell, or corner, of the matrix. The value of the most dysfunctional living health state in this matrix, which is limited in activities of daily living and in poor health, has been assigned a value of 0.10. This is shown in the lower right corner of the matrix and is represented by a in the formula for S ij .
One other corner value is needed to complete the calculations. To obtain a score for the health state that is defined as limited in activities of daily living but in excellent perceived health (the lower left corner cell), the Health Utilities Index Mark I (26) was used. One of the four attributes in the Health Utilities Index Mark I (HUI-I), Role Function, is conceptually similar to activity limitation as it is used in the Healthy People 2000 measure of years of healthy life. The two HUI-I health states that are similar to activity limitations as defined in the National Health Interview Survey are shown in table IV. The lowest level in the HUI-I Role Function attribute, R5, is defined as ''needing help to eat, dress, bathe, or go to the toilet; and not being able to play, attend school, or work.'' The next higher level, R4, has the same dependence in activities of daily living, but allows for performance of one's usual role with some limitation in performing one's usual role. The health state defined as being limited in activities of daily living but in excellent health was assumed to Unable-major (table III) . For simplicity, k 1 and k 2 are assumed to be equal, that is, the two attributes of activity limitation and perceived health status are given equal weight. More specifically, it is assumed that it is equally bad to be at the lowest level of either attribute while at the highest level of the other. With values for three of the four corner health states and the stated assumptions, values in the rest of the matrix can be computed using the formula for M ij and S ij (table III) . Using these assumptions and formula, values obtained for S ij are given in table 3.
Although there is no exact classification system against which to validate these scores, selected research studies allow comparison. For example, Stewart et al. (27) have found that ratings of excellent, very good, and good health have scores that are closer together than do ratings of fair and poor health. The results of the correspondence analysis of data from the National Health Interview Survey agree with this finding of nonlinearity within the perceived health status scale. More research, however, is needed on the validity of the methods and resulting scores for estimating Healthy People 2000 years of healthy life.
NCHS is conducting sensitivity analyses to test the effect of various assumptions on the health-related quality-of-life score as well as on the calculated years of healthy life. For example, sensitivity analyses have been done to assess the impact of choosing 0.1 as the value assigned to the lowest health state-limited in activities of daily living and in poor health. Changing the lowest value from 0.1 to 0.2 raises the estimate of years of healthy life for the total population by about 0.3 years. Lowering the value to 0.05 reduces years of healthy life by 0.2 years. Although the level of years of healthy life is affected by the value assigned to the lowest health state, the value has no systematic effect on the amount of change in years of healthy life that is observed over time. Other analyses will be conducted to investigate the robustness of this measure to various assumptions used in its construction and to gain a better understanding of how to interpret changes over time. The health state defined as limited in activities of daily living and being in excellent health, x 6 y 1 , is assumed to lie half way between levels R4 and R5 of the Health Utility Index. Assuming no other dysfunction, that is, P i = S k = H l = 1, then the value of this state as measured by the HUI is 0.47 as shown in the calculation below. 
